Definition
T HE term cor pulmonale is genierally used to define the cardiac complications of certain forms of lung disease. From knowledge gathered in the recent past, it is apparent that a number of disease processes that attack pulmonary funetioni in a variety of ways can produce circulatory embarrassment. The mechanisms by which they do so may be fundamentally different and indeed the lungs themselves need not be directly inivolved. The terms cor pulmonale or pulmonary heart disease are far froin ideal, since they imply cardiac disorders secondary only to pulmonary parenehymal disease, whereas the name should be more inclusive and encompass cardiac abniormalities stemming fromii any form of pulmonary dysfunetion. It is therefore suggested that the name cor pulmonale always be coupled with the respolisible etiologic agent; for exanlple, cor pulmonlale due to chronic obstructive pulmonary emphysema, due to multiple pulmonary emboli (acute or chronic), due to exogenous obesity, due to berylliosis, due to poliomyelitis, etc. Inasmuch as mnany of the circulatory abnormalities and the cardiac enlargement itself may be reversible in some of these instances, it seems wise to eliminate the termns acute, subacute, or chronic as applied to these circulatory complicatioiis and use them solely in relationship) to the respiratory illness. Cor pulmonale would then be diagnosed only when evidences of right ventricular enlargement or failure are, or have been, shown to be present. Physiologic complications, such as anoxia, hyper-capnia, polycythemia, pulmonary hypertension, could also be included in the formulation of the diagnosis. The format of the New York Heart Association lends itself admirably to this purpose. The functional and therapeutic classification would be determined not only by the state of the circulation but also by the state of the pulmonary function. The fornmal declaration would thus represent a complete description of the cardiopulmonary status of the patient. This diagnostic expression could even be used to indicate potential cor pulmonale before such a complication occurred. A few examples are given below.
Etiologic: Cor pulmonale due to chronic pulmonary emphysema. Anatomic: Enlarged heart (right ventricle), enlarged pulmonary artery. Physiologic: Pulmonary hypertension, anoxia, hypereapnia, secondary polyeythemuia, normal sinus rhythm, cardiac insufficiency.
Functional and Therapeutic: IV-D. When such a patient has been adequately treated his diagnosis might appear as:
Etiologic: Cor pulmonale due to chronic pulmoniary emphysema. Anatomic: -Physiologic: Anoxia, normal sinus rhythmll. Functional and Therapeutic: 11-C.
Another example follows:
Etiologic: Cor pulmonale due to pulmonary emboli, multiple, recurrent. Anatomic: Enlarged heart (right ventricle), enlarged pulmonary artery. Physiologic: Pulmonary hypertension, normal sinus rhythm. Functional and Therapeutic: III-C.
The crux of the definition of cor pulmonale given above lies in the demonstration of cardiac enlargement or failure in associationwith a disease process known to attack primarily the lungs or some aspect of the act of Circulation, Volume XXI, February 1960 Community health centres blend unobtrusively into the notes are a compendium of the pa-Britain. Few tient's medical record and the health ties, but som centre is the focal point of care.
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In some situations clinicians may be unsure about a patient's capacity. The patient may have a neurologic or psychiatric dis'ease or may be behaving in a way that indicates lack of understanding. Although refusal of recommended treatment may cause a clinician to quest'ion a person's capacity,, refusal of treatment should not be considered evidence of incapacity.9 Most refusals are caused by factors other than incapacity.'10 When a clinician is unsure about a patient's capacity an assessment is needed. The initial objective of assessment is toscreen for incapacity. Patients who appear to be incapable after the screening assessment generally require further evaluation. Clinicians may use three different measures of capacity: cognitive function testing, general impressions of capacity and specific capacity assessments.
Cognitive function tests such as the Mini Mental State Examination" are reliable, easy to administer and familiar to clinicians in a wide variety of settings. However, although cognition and capacity are related, they are not identical.,,-, Most measures of cognitive status donot evaluate several cognitive functions, such as judgement and reasoning, that are relevant to capacity." Aperson may have a perfect cognitive test score but still beincapable by virtue of delusions that directly affect the treatment decision. Another limitation of cognitive status tests is that cut-off scores for identifying incapacityhave not been established.
Gaining a general impression of a patient's capacity is simple and quick method of assessment but can be unreliable," inaccurate' 1,1 and easily biased.8
In a specific capacity assessment the clinician discloses information relevant to the treatment decision and the'n evaluates the person's ability to understand this information and to appreciate the consequences of his or her decision. The Aid to Capacity Evaluation is a decisional aid to assist clinicians in carrying out specific capacity assessments.'9 It prompts clinicians to probe seven relevant areas (Table 2) , provides sample questions for the evaluation of each area and gives suggestions for scoring. Other decisional aids have been developed to assist with the assessment of the patient's capacity to complete an advance directive20 and to consent to treatment,' and to assist with the simultaneous assessment ofseveral types of capacity. 27 Specific capacity assessments have several strengths. First, they directly assess the patient's actual functioning while he or she is making decision, which is exactly what the legal definition of capacity requires. Second, they are clinically feasible and quick: the median time for A i d to Capacity Evlato assset i s 1 2 " minutes. '9 Finally, specific capacity assessments are flexible and can easily be adapted to various clinical circumstances. However, specific capacity assessments have certain drawbacks. First, they are only as good as the accompanying disclosure. If the clinician does not disclose information effectively, the capacity assessment will be inaccurate. Therefore, excellent communication skills are critical to accurate assessment. In practice, the process of disclosure should continue throughout the capacity assessment. For example, if a patient does not initially appreciate that he or she may be able to walk after a below-knee amputation, then this information should be redisclosed. Then the clinician can re-evaluate whether this consequence of below-knee amputation has been understood.
A seco'nd problem with specific capacity assessments relates to the evaluation of a patient's reasons fur a decision. The goal is to ensure that the decision is not substantially based on a delusion and is not the result of depression. However, some "delusions" may represent personal, religious or cultural values that are not appreciated by the clinician. Similarly, it is difficult to determine whether a decision is substantially affected by the cognitive features of depression, such as hopelessness and feelings of worthlessness, guilt and persecution.2829 A third problem is that a patient's capacity may fluctuate. If a person.appears to be incapable the clinician should determine whether any reversible factors such as delirium or a drug reaction are at work. If such factors are identified the clinician should attempt to eliminate or minimize them and then repeat the assessment. There may also be factors that prevent a person from communicating effectively with the clinician, such as a language barrier or speech disturbance. Such factors must be addressed to ensure accurate capacity assessment.
Finally, clinicians may find it difficult to perform unbiased capacity assessments, particularly when the patient's choice goes against their recommendations. It is importa'nt to remember that agreement or disagreement Table 2 : Rel-evant areas of patient capacity specified i-n the Aid to Capacity Assessment'9 Ability to understand the medical problem Ability to understand the proposed treatment Ability to understand the alternatives (if any) to the proposed treatment Ability to understand the option of refusing treatment or of it being withheld or withdrawn Ability to appreciate the reasonably foreseeable consequences of accepting the proposed treatment Ability to appreciate the reasonably foreseeable consequences of refusing the proposed treatment Ability to make a decision that is not substantially based on delusions or depressioni c a n b e c o m e i n t e r a c t i v e t h r o u g h t h e u s e o f l i n k s t o o t h e r s i t e s . tions, international agencies, health departments, cussion lists"). Interactive OMNI sources link users hospitals and medical schools. Although the inforthroughout the world, are less formal than informational mation offered varies, most sites provide general in-OMNI sources and tend to reflect opinions and experiformation about the organization, sponsored re-ences rather than objective study results. Some interacsearch and current events; some provide links to tive sources are "moderated sites," in which all informadifferent categories of OMNI. tion provided is screened; others are "unmoderated sites" that allow any information sent by users to be viewed by INTERACTIVE OMNI SOURCES other users. In either case, the informal nature of interactive sources requires users to make their own judgements Interactive OMNI sources feature a flow of informaabout the quality of the inforrnation they receive, partiction between users and "providers" of information, or ularly when no reputable organization warrants accuracy. among multiple users (Fig. 3 ). Interactive sources can be The anatomy of interactive OMNI sources is repreaccessed through e-mail, discussion groups, newsgroups, sented in Fig. 3 ; Tables 6 and 7 provide examples of each and certain types of mailing lists (sometimes called "dissubcategory of clinical and nonclinical sources. ' 3 Minor increases in heart size as seen on serial films or a rising hematocrit level would confirm such a suspicion. Most of the patients with overt cor pulmunale due to emphysema have hypercapnia and moderate to severe anoxia (saturation less than 80 per cent). One must remember, however, that the resting level of arterial oxygen saturation alone is not an absolute criterion of impending circulatory dysfunction as levels as low as 60 per cent can be found without it. It is probable that the duration of the hypoxic and hypercapucic state, the rapidity of its onset, its severity, as well as the physical activity engaged in by the patient, determine whether or not circulatory complications appear. A patient whose arterial oxygen saturation suddenly drops to a low level (e.g. 60 per cent) but who is confined to bed and vigorously treated may escape circulatory sequelac in large measure because his severe hypoxic state is transient. On the other hand the working man, unaware of the precarious situation may progress into theni fairly rapidly. It is true that his saturation at rest may be above 80 per cent but on exertion it may fall to much lower levels. On physical examination of the patient with cor pulmonale due to emphysema one finds a dyspucic, tachypneic, orthopneic, and cyanotic patient who is coughing ineffectively and bringing up thick, tenacious sputum with difficulty. His eyes may be froglike, protuberant, injected, and chemotic. The neck veins are engorged and fill from below. It should be remembered that the neck veins oC many patients with emphysema but without heart failure are distended as a consequence of the marked changes in intrapleural pressure. Retrograde filling will distinguish the ones with an elevated venous pressure. The chest icsembles a rectangle more than any other shape because the manubrium is raised upward and forward, and there is rounding or "buffalo Circulation, Volume XXI, February 1960 hump" in the back. The patient uses the accessory muscles of respiration. The authors have never seen Cheyne-Stokes breathing in cor pulmonale in the presence of carbon dioxide retention. The lungs are filled with wheezes, rhonchi, and rales unless bronchospasm is extreme, in which case the chest is remarkably quiet and breath sounds are almost inaudible. Hydrothorax does not appear in this form of right heart failure. If pleural fluid is present, another cause such as pulmonary infarction or infection should be sought. The heart is enlarged, the rhythm is regular and rapid, and the pulmonic second sound may be equal to or greater than the aortic second sound. A systolic murmur may be heard over the pulmonic or apical areas. A gallop is often present over the ensiform. The liver is enlarged but ascites of any magnitude is not present. In congestive failure the extremities may or may not show considerable edema. This type of edema should not be confused with that due to peripheral circulatory stasis, which is a very common finding in the patient with severe pulmonary insufficiency not in cardiac failure who, bedridden because of dyspnea, sits constantly with his legs over the side of the bed. The fingers rarely show unequivocal clubbing although cyanosis may be marked.
The x-rays of the chest reveal low diaphragin, increase in intercostal spaces, and enlarged hearts. The cardiac enlargement may be quite marked, but is confined to the pulmonary arteries, right ventricle, and right atrium ( fig. 1 ). One occasionally sees a patient in the fullblown congested state whose heart size appears to be within normal limits. However, the small vertical heart of the emuphysematous patient on dilatation may not be very large and it is only by comparison with previous films that cardiomegaly can be defined. If this information is not available, cardiomegaly may only be apparent after recovery from fai1ur., when the heart retnrus to its previous small size. The marked changes in heart size as the patient goes in and out of cardiac failure and the rapidity with which this may happen ( fig. 3 ) lead one to believe that dila- Table 6 --Interactive OMNI: c l i n i c a l E x a m p l e T a b l e 2 : W e i g h t e d n u m b e r s o f r e s p o n d e n t s w h o c h o s e v a r i o u s i t e m s i n t h e m a n a g e m e n t o f e a r l y a n d l a t e r h e u m a t o i da Table 5 shows the extent of agreement among the methods and the raters. There was overall agreement on from 85% to 90% of the cases. However, this high rate of agreement was driven largely by a very high concordance on decisions in favour of joint replacement; for decisions against surgery, agreement ranged from 27% to43% of the cases. Corresponding K values were only fair (range 0.20 to 0.38), in part because the low prevalence of inappropriate surgery causes Kc a to be conservatively biased (while biasing overall raw agreement upwards).2"
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The specific cardiac therapy of the patient rtunately the pain failure with cor pulmonale is the same as to discontinue this would be used in heart failure due to other forms of heart disease, that is, adequate digiire available which talization, low-salt diet and, when necessary, ceal aids to ventilamercurial diuretics or chlorothiazide. One ese operates in a must remember that one cannot rely solely oni the ultimate ainm the heart rate as an index of full digitalizailar ventilation in tion, as the patients teiid to have rapid heart more oxygen conrates, not only because of failure, but also as [so carbon dioxide a result of anoxia. Even when heart failure Wed. ith some of is not present, they tend to have resting venibe improved to tricular rates of 90 to 100, anid, if digitalis that adequate oxydosage is increased to combat this rapid rate, ut the use of highl intoxication may result. 8HARVEY, FERRER factors, and in our experience may vary from 1 to 3 months, depending upon the severity of the individual patient's disease and the occurrence of complications. The oxygen saturation may vary as much as 10 per cent oil repeated mon-thly samplings but is usually founid to be above 80 to 83 per cent if the patient is doing well; the carbon dioxide tension generally lies in the range of 45 to 33 nun. Hg when the patient is well controlled. It is necessary to obtain such data because it is often difficult to demonstrate changes in the patient 's condition by clinical examination alone. The acute respiratory infection is apparent to patient and physician alike, but there may be a clinically impereeptible anid gradual change that is uncovered only by serial laboratory determinations. The cause of this gradual decline in pulmonary function is not always clearly demonstrable, but frequently it is reversible by an intensification of the therapeutic pulmonary regime. Advice concerning the physical activities to be engaged in by these patients must be ,iven on an individual basis. The persistiiig dyspnea and fatigue limit exertion but the patient should be encouraged to operate at least up to that limit. Since the arterial saturatioin imav fall coilsiderablv on exercise in some of these cases, sudden or strenuous exertion is best avoided. Airplane travel may be hazardous unless the cabin is adequately pressurized.
Vaporized bronehodilators are used svstemically 3 or 4 times a day. The inhalations should be taken until the prescribed volume of fluid has been dispensed; this generally requires 10 to 13 minutes. A few puffs of the medication are inadequate. Those fortunate individuals who possess a respiratory aid anid use it regularly 2 to 4 hours every dav have been maintained in a far better state of alveolar ventilation than prior to its use. Smoking must be discouraged, and on numerous occa-sioiIs renunciation of this habit has made a striking change in the patient's clinical state.
The course of the patient with eniphyseina is in large measure determined by the frequeney of bronehopulmonary inlfections. These infections may not only precipitate aeute cardiopulmonary failure but often, because of their poor resolution, destroy areas of functioning lung tissue. Obviously intensive treatment by antibiotics of eveni a seemingly minor infection is mandatory. It is not necessary to use a different an-tibiotic at the time of each new inifective episode, anid if onle drug is repeatedly successful there seenms little reasoni to try a different agelnt. Whether or not prophylactic therapy will abolish some of these recurrent infections is not yet settled,20 iior is the relative value of continuous or intermittent programs or the effectiveness of various drugs. A preliminary study conducted at Bellevue Hospital bv Davis and associates20 inidicates that although prophylaxis changed the flora in the sputum and even reduced the number of lower respiratory tract infections in the treated group, the infection rate was still so high in this group that the effect of the drugs was considered minimal.
If repeated measurements of the hematocrit level show anl increasing red cell mass, phlebotomies are performed as indicated. Obviously the hematoerit level may be measured from the arterial blood sample drawn for blood gas analysis, but venous blood, if properly drawni (that is, without use of tourniquets) will suffice. IIn the patient who must be repeatedly phlebotomized-and this may vary from bimonthly to bienniallv-iron-containing foods should not be withheld, as this will not depress red cell formation effectivelv and serves oiily to increase the hypochromia.
The patients who have been in cardiac failure are maintained on digitalis preparations. This attitude is dictated by the fact that on numerous occasions patients who had this drug stopped for one reason or another have returned with evidences of heart failure. The physiologic reasoni for this may depend on the fact that eveni though these subjects may have normal pulmonary artery pressures at rest they will develop pulmonary hypertension and anoxia on exertion. However, it is not our custom to iiistitute digitalizatioii in patients with emphysema who have never shown ainy evidence of heart failure. One must always remember that cough anid dlys-Circulation, Volume XXI, February 1960
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She added that some doctors ha've patients are gay or lesbian "and wouldn't have the first clue what to do if they found out." "I went many years without identifying a gay person in my practice," admits Dr. Gary Gibson. "They're there. You just don't see them or you don't make it possible for them to identify themselves to you ... and if they don't identify, they may not get the medical advice they do need."
Gibson, a family physician in Cambridge, Ont., says that soon after he came out to his colleagues in 1981, at age 40, about 15 of his patients revealed they were gay. Today, one-third of his patients are homosexual.
Gibson, who teaches family medicine at the University of Western Ontario and is active in the College of Family Physicians of Canada, wants more medical education dealing with gay and lesbian issues. He recently drafted a gay and lesbian curriculum for postgraduate family medicine, which was endorsed by the CMA last spring. He says this "framework" itemizes the knowledge, attitudes and skills that residents should learn, and incorporates them into the four principles of family medicine. "I think attitudes and comfort are the key things in this area given our current state of knowledge and the reality within the medical profession," Gibson says. "I'm not so worried about everybody knowing what to do or how to treat some of these things ... but I want doctors to see gay and lesbian patients as people and apply the same basic human and professional attitudes and treatment skills to them as they would to any other group." When Gibson polled family medicine departments about 3 years ago, he found that most medical'schools did not have "anything structured around gay and 'lesbian issues, except to do with HIV d i s e a s e . " " i n k i n g y t h e -t w o r t h i n g s e i s o t good idea," he argues. 'They're conissues only to AIDS is unfair. It's like talking about female or male sexuality [only in relation to] ectopic pregnancies or gonorrhea."
He suspects, however, that more schools, especially at the postgraduate level, have placed gay and lesbian issues on the docket since his survey.
"The College of Family Physicians started having gay questions on oral exams about 6 or 7 years ago," says Gibson, a past chair of the college's Board of Examiners "and that has driven some schools' curricula." At Western, Gibson gives three seminars on HIV and two on gay and lesbian issues to family medicine residents. "My general theme has been to normalize gays and lesbians," says Gibson, who has done workshops at other medical schools. 'They look, feel and act and have the same life struggles as everyone else.
Their sexual activities or sexual orientation create additional problems, but that's not who they are."
"When people who are gay or lesbian or bisexual come in to a physician's office and mention they are gay or lesbian, the whole thing seems to start revolving around sexuality when they may be in there for a you to remain oriented inside the brain, and that gives you confidence.
Before, you had to rely on your training, but also on your instincts."
In the nature of progress, even something as sophisticated as the Viewing Wand has already given way to other technologies, including a free-floatingprobe with a light emitting diode (LED) that is linked to cameras and computers and can plot the brain's geography with more facility than the relatively clumsy robotic arm, which was frequently in the surgeon's way. This greater facility of movement makes graphic representation of the subject area more graphic and detailed. "Fhe better the graphic representation you can generate, the better you will be ableto interpret your information," Drake explained. "\Vhen we designed our first robot and its software, the graphic capability we could access was very limited and we had to do a lotof interpretation of the data we were getting because, frankly, it wasn'tas clear as we would have liked it to be. Today, new developments in computer graphics bitmaps, vectors and other new de- Drake has also followed the growth of robotics in other areas of surgery. In the US, it is not uncommon for hip-replacement surgery to employ robots to create minutely accurate cavities for the replacement hip joint, and in Great Britain some surgeons are using robots for prostatectomies. Ophthalmic surgery is also an area in which robotics can be extremely useful, because very delicate movement is of paramount importance. Even the steadiest human hand shakes, and those shakes are magnified hugely by the time they reach the tip of an instrument; robotic equipment will remain entirely steady. As well, the movement of a robotic element can be geared-down dramatically, compared to the movement of a human hand, whose finest and most dextrous movements are clumsy compared to the infinite gradations of movement possible with a robot.
"If I were to move my finger just one millimetre at a steady speed," Drake explained, "it would look hurried and clumsy compared to a robot's movement, which can be geareddown to microns. That extra level of control can be a decisive factor."
Robotics is also increasingly employed in the education of surgeons "because it can give a simulation of the real experience, even down to movement and force feedback."
In his own field, Drake knows of robots that are used in radiotherapy and stereotactic radiosurgery, and has followed with interest the US military's experimentation with remote battlefield surgery using telerobotic equipment.
"I have no doubt that there is a big future for the confluence of ro- In these subjects with difficulty in diffusion due to thickness of the alveolar capillary membrane or a reduction in its area, studies of cardiopulmonary function will indicate the defect. The resting arterial saturation is only slightly, or at most moderately, decreased, and carbon dioxide levels are not elevated and may even be diminished when hyperventilation is severe. Pulmonary hypertension and right heart enlargement may be present before even moderate anoxia appears at rest, therefore it seems likely that anatomic lesions are primarily responsible for the developments of cardiac complications. Of course as the lung disease progresses and severe anoxia occurs, either at the end stage or because of a complicating pulmonary infection or focal emphysema, its effects are superimposed. Heart failure is usually not seen until severe anoxia is present at rest. in contrast to patients with multiple emboli, these subjects have a high resting cardiac output but it is not on a hypervolemic basis, as polycythemia occurs uncommonly, except in the terminal phase. The exact stimulus for this hyperkinetic flow is unknown. It is obvious then that therapy in cardiac failure due to chronic pulmonary fibrosis or pulmonary granulomas, with their irreversible pulmonary hypertension, cannot be expected to be as beneficial or successful as in cor pulmonale due to emphysema. Nevertheless digitalis may reverse evidences of failure and should be administered and mauitamed. Polycytheimmia is not a frequent coni-Circulation, Volume XXI, February 19(N) SYMPOSIUM ON CONGESTIVE HEART FAILURE plication but if present should be relieved. Attention to pulmonary infection is of great importance. The use of oxygen by the usual clinical means is satisfactory and is to be encouraged as long as there is no complicating pulmonary emphysema with its dangerous hypereapnia.
There is as yet little direct therapy for the primary pulmonary disease in these patients. It is reasonable to suggest that until better circulatory studies are available in all forms of pulmonary fibrosis physical exertion should be curtailed, as it is only by maintaining as low a level of pulmonary artery pressures as possible that right heart strain can be minimized. In the granulomas the use of steroids has offered some hope of limiting the cellular proliferation causing the syndrome of alveolar-capillary block. However, it is not always possible to control the degree of pulmonary fibrosis that results from hormonal treatment.
Chronic Pulmonary Diseases Seen in Association with Certain Forms of Organic Heart Disease
Chronic pulmonary diseases capable of producing circulatory abnormalities may occur along with organic heart disease. Usually, however, when these two disease entities coexist the patient does not present with the classical picture of cor pulmonale. Even if the nature of the pulmonary disease (and this is most frequently some form of emphysema) is identified by studies of pulmonary function, it is probably advisable to avoid the diagnosis of cor pulmonale. The reasons for this are the following: (1) the clinical course and prognosis are almost always dominated by the organic heart disease; (2) therapy must take both diseases into consideration and the results will depend upon the stage of the organic heart disease; (3) disturbances in gas exchange in these combined states are rarely as severe as iil patients with uncomplicated cor pulmonale. Sinee anoxia is seldom marked (below 80 to 85 per cent), one is uneertain if the circulatory complications produced by aiioxia are present. These patients with or-Circulation, Volume XXI, February 1960 ganic heart disease develop evidences of conigestive failure with minor degrees of unisaturation. Indeed the levels of anoxia at which failure is seen are those one would be gratified to be able to maintain in patients with uncomplicated cor pulmonale. On the other hand, this level of unsaturation probably aets in a deleterious fashion upon the primarily disturbed ventricular myoeardium. The fact that the patient with cor puliionale develops heart failure at much lower levels of saturation than does the one with organic heart disease sug7gests that in the former the integrity of the myocardiunm has been fairly well preserved. One does not usually see marked hypereapnia in spite of severe emphysema in the presenee of organic heart disease. This probably stems from the hyperventilation these individuals demonstrate when in the congestive state.
The presence of an enlarged left ventricle or left atrium preeludes making the solitary diagnosis of cor pulmonale. Conversely, there is practically no form of acquired organic heart disease that results ini isolated enlargement of the right heart and pulmonary arteries. Pure mitral stenosis, if it is hemodynamically important enough to produce right cardiomegaly, is usually aceompanied bv some left atrial abnlormality.
A few comments should be added coneerning therapy in patients with organic heart disease and chroniie pulmonary disease. The minimal degree of carbon dioxide retention in the majority of these eases is reassuring in considering oxygen therapy and permits the use of high oxygen concentrations without risk of narcosis. The presence of arteriosclerotic heart disease warrants caution in the use of sympathomimetic bronehodilators as tachyeardia and angina may be complications of these drugs. Aminophylline administered by suppository or infusion is often a satisfactory substitute. If bronchospasm and bronchial infection are severe, one should not hesitate to use mechanieal respirators. The type of respirator that requires the dyspueic subject to initiate the inspiratory cycle may prove intolerable in those with primarv heart 2530 disease. If one supplies an apparatus with a very low opening or inspiratory pressure, as well as a very high rate of instantaneous flow, the respirator is acceptable. The tank type of respirator can also be used.
Summary and Conclusions
A number of different forms of pulmonary dysfunction are now recognized as causing cor pulmonale, and the disease processes acting as etiologic agents are numerous and variable. There are however only 2 basic pathophysiologic mechanisms that compromise the heart, and upon knowledge of these depends successful therapy.
Summario e Conclusiones in Interlingua
Es recognoscite in nostre dies que un iiunlero de differente formas de dysfunctioni pulmonar pote esser le causa de corde pulmonal e que le processos pathologic fungente como agentes etiologie es nuinerose e variabile. Tameii, il existe solmenite 2 inechanismos patho-physiologic fundamenital que affice le corde, e le cognioscentia de istos es le pre-condition de suecesso therapeutic.
